ABSTRACT
INTRODUCTION:
Clavicle fractures are common and represent 5-10% of all fractures of the human skeletal system [1, 2] . Epidemiological studies show that 70-82% of all clavicle fractures are located in the middle third, 10-16% in the lateral and only 3% are found in the medial third [2, 3] . The mechanism of injury in majority is axial loading due to insult to shoulder girdle directly and fall on outstretched hand in remaining cases [4] .The standard treatment though is conservative but recent literature shows increasing rates of delayed union and non unions with it [2, 5, 6] . Comminuted fractures, displaced fractures and increasing age are important causes for non union which can be avoided by using surgical line of management either in the form of plates and screws or intramedullary fixation though indications remain controversial [2, 7, 8] .
Another indication for open reduction and internal fixation as highlighted by Schwarz et al [9] in 1992 was bilateral clavicular fractures though literature revealed that bilateral involvement of clavicle fracture is reported in a few studies [10] and distal bilateral fractures are even rarer [11] . These distal clavicle fractures are reported to be treated non operatively [12] [13] [14] [15] or with internal fixation with plating [9, 16, 17] or rarely with external fixation [10] [ Table 1] In our case of bilateral distal clavicular fracture was fixed with intramedullary K wire with good results.
CASE PRESENTATION:
A 23 year old female, house wife was admitted with history of fall from height with direct blow to both shoulders. The x-rays showed displaced fracture clavicle on both sides. Both the fractures were of type III b according to Allman classification [18, 19] .
After the base line investigations, under general anaesthesia, open reduction and intramedullary K wire fixation was done on both sides in one sitting. After fixation the fracture showed a good anatomic reduction. Post operatively both shoulders were immobilized in a collar and cuff sling for three weeks. Active assisted physiotherapy started from the first day of surgery with complete load reduction of both arms. The implant was removed at the end of four weeks under local anaesthesia. [24] . The reasons for primary surgical stabilization in our case are completely displaced bilateral fractures and marked risk of non union or poor result in female patients as suggested by Smekal et al [25] ,Duijff et al [26] and Pieske et al [27] . Braunstein et al [20] revealed that quick analgesia and high mobility can be easily achieved in bilateral clavicular fractures if treated with intramedullary fixation which is in accordance with our report. A handful of case series or case reports showing age, sex, mode of injury with modality of treatment with complications encountered are tabulated below [ Table 1 ] which concludes that majority of bilateral involvement occurred in females because of high velocity trauma and in all except two studies [14, 15] (fracture treated non operatively in both) there was no complication which is similar to our study. We were not able to find out any published recommendation concerning conservative or operative treatment for displaced bilateral traumatic clavicular fractures .The patient presented here, showed good clinical outcome concerning pain, function and union of fracture [ Fig. 1 ] although the intramedullay K wire used was not strong enough, hence the arms could not be mobilised under complete load reduction.
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CONCLUSION
For simultaneously occurred bilateral fractures clavicle, intramedullary K wire is a safe and effective modality for good pain relief and rapid recovery of range of motion .
CLINICAL MESSAGE:
Bilateral Clavicle fractures require internal fixation and intramedullary fixation using K wires is minimally invasive and gives good results
